D
espite the numerous medical and public health advancements made in the last century, a social gradient of health continues to exist for Americans. Chetty and colleagues recently found that the gap in life expectancy between the richest 1% and poorest 1% of the population was 14.6 years for men and 10.1 years for women, and that this disparity has only widened since 2001. 1 These gaps cannot be entirely explained by access to and affordability of medical care. [2] [3] [4] A key driving force is a group of factors known as social determinants of health (SDH), defined as the conditions under which people are born, grow, live, work, and age. These circumstances are shaped by the distribution of money, power, and resources at the global, national, and local levels. 5 Some have estimated that up to 70% of nonmodifiable variation in health outcomes is attributable to these social determinants of health. 6 The U.S. health care system has begun to recognize the need to address patients' social and environmental circumstances in order to reduce health inequalities. One study demonstrated that incorporating routine screening for SDH at wellchild visits increased maternal employment, childcare, and receipt of fuel assistance, while reducing homelessness. 7 In 2014, the Institute of Medicine (IOM) released recommendations for including social and behavioral domains in the electronic medical record. 8 However, these recommendations have not been systematically incorporated into routine medical care. The Centers for Medicare & Medicaid Services (CMS) recently made available their health-related social needs screener. 9 The IOM's seminal report, Crossing the Quality Chasm, described the widespread inability in medicine to adopt and implement practice innovations with proven efficacy; prior research suggests that the adoption and incorporation of SDH screening and referral practices will take almost two decades. 10 Given widening socioeconomic health disparities, we believe it is imperative to accelerate the adoption of routine screening and referral interventions for SDH in health care delivery, especially for internal medicine practice, and we therefore provide the following recommendations.
INTERNAL MEDICINE SHOULD ENDORSE GUIDELINES ON ADDRESSING SDH
Formalization of professional guidelines serves to standardize care for patients. In 2016, for the first time, the American Academy of Pediatrics (AAP) recommended screening for poverty-related social risk factors at pediatric visits. 11 To date, pediatrics is the only field of medicine with guidelines for SDH screening. As demonstrated in other fields, codifying recommendations into formal guidelines can encourage uptake among physicians in practice. 12, 13 Early evidence from pediatrics suggests that routine SDH screening and referral has improved patient outcomes. 7, 14 The inclusion of SDH identification in medical professional guidelines would likely encourage more physicians in those specialties to be aware of the impact of social determinants on health and to identify SDH screening as part of foundational preventive medicine.
DEVELOP POLICIES TO ENABLE INNOVATIVE AND ADAPTABLE MODELS FOR ADDRESSING SDH
As ongoing research supports the inclusion of upstream factors in medicine in order to reduce health disparities, policymakers should facilitate the development of adaptable care models for addressing SDH. 15 Instead of prescriptive models to implement existing hub or care coordination approaches, supporting flexibility for practices and health care systems to develop individualized SDH screening and referral practices, while coordinating with local communities themselves, will likely increase program success. 16 It is unlikely that a single screening tool, referral system, or coordination model will meet the needs of all providers and communities in the U.S. While some providers and clinics may have robust infrastructure to enable rapid implementation of SDH screening and referrals to community services, others may have limited support. Programs and policies at the state and national levels should encourage the development of flexible screening instruments and referral mechanisms. Incorporating community-level needs assessment of most common SDH and allowing already overburdened practices and health care systems to develop care models that are tailored to their unique populations and needs will lead to greater uptake.
ADDRESSING PATIENTS' SDH CAN REDUCE PHYSICIAN BURNOUT
Physician burnout is particularly high for primary care physicians. 17 A recent qualitative study demonstrated that the insurmountable social needs faced by many primary care patients were contributing to the decline in medicine residents choosing a career in primary care. 18 By effectively screening and addressing patients' SDH, physicians throughout the pipeline may have an increased sense of self-efficacy, resulting in greater job satisfaction. Rather than contributing to provider burnout, addressing SDH-by securing food or housing for a patient-may actually be part of the solution for primary care physicians, particularly those working in underserved areas. 19, 20 Future research should examine the potential effects of addressing patients' SDH on reducing physician burnout, as this may be an unintended benefit of including robust SDH screening and referral interventions in internal medicine practice.
INCREASE THE ABILITY TO ADDRESS SDH BY PROMOTING CLINICAL-COMMUNITY COLLABORATIONS
A frequently cited hurdle to incorporating SDH into routine medical care involves the lack of available services to meet identified SDH needs. 21, 22 A systematic review evaluating successes among social interventions showed that the majority of studies evaluating social support services, particularly those with interventions on housing, food, and care coordination, have demonstrated positive results. 23 Innovative care models for promoting clinical-community collaboration are currently under way. CMS has supported the participation of 32 organizations in the Accountable Health Communities study aimed at understanding how incorporating SDH into clinical care while partnering with community organizations can lower costs, improve health outcomes, and reduce health care utilization. 24, 25 Through the CMS Innovation Center initiatives, states such as Massachusetts have been granted waivers to encourage the use of Medicaid dollars to partner with community-based organizations for improved patient care and health outcomes. 26 Fostering collaboration between internal medicine practices and social service agencies through government-led initiatives, as in the case of Accountable Health Communities or the Massachusetts Medicaid waiver, or through smaller grassroots collaborations can increase the effectiveness of SDH screening and referral interventions by ensuring that acceptable solutions are available for patients who identify unmet needs.
REIMBURSEMENT MODELS: PAYING FOR ADDRESSING PATIENTS' SDH
Despite the profound impact on health, our current health care payment system does not incentivize or reimburse efforts by health care providers to address SDH. 27 In fact, the current reimbursement model provides a disincentive to caring for the most vulnerable patients. Without the inclusion of compensation measures for providers and clinical support staff to address SDH, the financial burden of incorporating SDH into the health care delivery system severely limits what providers can accomplish. As the U.S. health care system moves towards a model of value-based care, the inclusion of SDH must be a component of new and innovative payment schemes, especially as many internal medicine practices in urban and rural areas serve a disproportionate share of socially complex patients. 28 These payment models could include codes for screening activities, or could include severity adjustments in payments for patients with specific social needs, similar to increased payment for medical case severity or complexity. 29 As evidence in support of addressing SDH in the clinical setting continues to grow, appropriate financial and regulatory incentives are critical to ensuring adoption of these practices. 30 
CONCLUSION
As income disparities widen, health at the individual and population levels continue to diverge across the socioeconomic spectrum. Addressing SDH within the delivery of medical care has the potential to reduce long-standing health disparities while also aligning with the quadruple aim in health care: enhancing the patient experience, improving population health, reducing costs, and improving the work life of health care providers. To accelerate the inclusion of SDH in routine internal medicine practice, we suggest five actionable steps: (1) adoption of professional guidelines from expert panels and professional societies, (2) policies supporting the development of new and adaptable SDH care models, (3) additional research on the effect of implementing SDH screening and referral interventions on physician burnout and the primary care pipeline, (4) promotion of clinicalcommunity collaborations, and (5) providing appropriate reimbursement. Addressing SDH as a core component of internal medicine practice is critical for achieving health equity in the U.S.
